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A category of suicide which only accounts for about 5% of the annual suicidal deaths in the country may at first seem unimportant.
Suicide is seen around the world in different races and cultures, so it is a fact of human nature. However, the suicide of an in-patient is uncommon, and produces great guilt in doctors and nurses when it happens. The result is often a defensive fatalism. However, if we do not allow feeling to block thought and observation, it is possible to learn from each of these deaths something about human beings which we can use in the practice of psychiatry.
A common problem in psychiatric practice is the need to estimate at interview the degree of suicidal risk in a patient: what is the probability that this person will try to kill themselves in the next few hours or days? The next big question is: what factors will alter the size of this risk? Can we learn which influences make suicide more likely, and which make it less likely and are therefore of use in suicide prevention? Most informa tion collected in suicide research is chosen so as to help to answer these two questions. Epidemiological statis tics tell us what ages, times, diagnoses and places correspond to a high degree of risk; individual case studies, less frequently seen, tell us about the role of environmental factors and fantasy in the individual's act of self-injury or self-destruction.
The hospital ward is a simplified environment, and a largely knowable one, in contrast to the hurly-burly of home, city and work. There are fewer emotional stimuli per day, relationships are without past histor ies, and the patient is for the most part shielded from life events. What does happen is likely to be observed or known by the staff to an extent impossible in the outside world. So it is that in hospital an intensive study can be made of individuals moving towards suicidal acts, and those who have attempted such acts.
Compared with the outside world, a psychiatric admission ward contains a disproportionate concentra tion of people judged to be at high risk of suicide â€"¿ it is a reason for admission. Yet very few patients make the attempt. It seems possible that admission of itself reduces the risk of suicide, which may increase again when a patient first goes out on leave or on discharge (Tenroche et al, 1964) . However, locked doors and isolation are also found in prison, and they certainly do not prevent all suicide (Topp, 1979) . So what is it about the human atmosphere of a ward which might diminish suicidal urges? Two hypotheses will be mentioned, because they are both susceptible to testing and there is some evidence to quote in support of both of them.
The first is that an anti-suicidal ward is one with a calm routine, carried out daily by staff who are themselves unworried and confident of the immediate future: their calm is, so to speak, infectious. If this hypothesis were correct, in-patient suicides should occur predominantly when the calm was broken, the routine disrupted, and the staff themselves disturbed.
The second hypothesis emphasizes the importance of patients' personal relationships with others in the ward, and predicts that suicide may occur where there is a failure to make any relationship with a staff member or fellow-patient.
In this connection, Far berow et al (1966) have described a â€˜¿ dependent dissatisfied' person, who makes continual repetitive demands on others, regardless of effect, thus alienat ing them; while Morgan (1979) gives case histories of eight in-patient suicides who were so provocative, difficult, and unreasonable that the staff ultimately felt hostile towards them before their suicides.
These hypotheses are not mutually exclusive, and we should not expect one explanation to cover all cases. We should look for important factors, each of which influences a substantial group of cases. The way to discover these factors is likely to be by experimental sub-division of the data into sub-categories, thus breaking the global problem of suicide down into groups at particular risk and in particular settings. How this may be done can be illustrated by some informa tion on 84 in-patient suicides collected from eight British hospitals by Dr. B. M. Barraclough for submission to the working group on â€˜¿ Sudden Death in Hospital' set up by the Royal College of Psychiatrists (Table I ). It will be seen that the data were obtained for different periods in different hospitals; and no claim is made that these are all the suicides for these periods, nor that the same definitions of diagnosis, status, etc., have been used throughout.
The information is certainly incomplete; yet, inexact as they must be, the figures make certain broad impressions which agree with American and Scandinavian reports and suggest directions of analysis.
Thus, the distribution of times of deaths after
The fact that so many patients kill themselves away from the hospital on whose books they are entered makes it difficult to get an accurate total of suicidal deaths. Obviously, this total is smaller than the sum of all patients who have absconded, failed to return from leave, or failed to make further contact as out-patients. However, those who are dead (some from natural causes) may have died in other hospitals or other cities, so that their deaths are eventually registered in a wide variety of places. The Department of Health's practice of counting as in-patient suicides only those actually occuring in their own hospitals is useless as a guide to a hospital's working efficiency or the burden of medical and nursing responsibility. King (1983) has described some ways of compiling data on these deaths in the absence of any government help.
In the group of suicides that Barraclough collected,three-quarters had been admitted to a psych iatric hospital at least once before, and a similar proportion had previously attempted suicide (in many cases, more than ,a year before). Here then are two factors which can help physicians to pick out high-risk individuals among their in-patients.
One-third of Barraclough's cases had a diagnosis of schizophrenia, and several reports comment on a preponderance of schizophrenics among suicides. This may of course simply reflect the frequency of this diagnosis among long-stay patients, or the chronicity of the illness; but schizophrenics are prone to be socially isolated, and it is difficult to know what is going on in their minds. However, the real lesson to be learned at present from the very incomplete data available is that psychiatric diagnosis is not a great help in deciding risk: in-patients with any diagnosis may kill themselves.
Patients' fantasies about ways of dying might prove to be useful indicators of risk, but they have been little explored. Of course, in-patients are very restricted in the modes of death available to them until they get away from the hospital, and this needs to be taken into account in any tabulation of suicidal methods. How ever, there is some evidence that individuals have preferred methods which they may try to repeat. Thus Sims & O'Brien (1979) studied 22 patients who jumped out of high windows: five had jumped before, and of those who survived two tried it again.
Table!! gives a few Scandinavian figures taken from HessÃ ¶(1977). They illustrate the well-known facts that the suicide rate in hospitals is higher than in the population at large, and that the general rate can differ considerably from country to country; but most importantly they show the in-patient suicide rate in both countries rising over the years 1950â€"1974without much change in rate in the general population. This finding has been confirmed by Perris et a! (1980) in Warlingham (1974â€"1975 Runwell (1968â€"1979) Southampton (1974â€"1980 Bristol ( 1957â€"1961; 1968â€"1978) admission, which is comparable with that seen in Table  VI of LOnnqvist et al (1974) , suggests that deaths occurring more than a year after admission and those occurring within the first month (the two peaks in the distribution) might differ in causation. Nearly one third of suicides (26 out of 84) occurred while patients were on leave: this compares with the figure of nearly 50% found by Niskanen et al(1974) in a study of 71 in patient suicides in Helsinki. These findings emphasize the importance of clinical assessment before granting leave and suggest the possibility of experiments in suicide prevention at this stage. Over half the British in-patient deaths took place away from the hospital (26 patients were on leave, and 22 had run away). This compares with about two-thirds of the Helsinki deaths and three-quarters of the 650 suicides among Ameri can V.A. hospital in-patients analysed by Farberow et al (1971) . Our analysis might begin by considering whether those who kill themselves in the hospitaldiffer in any significant ways from those who go home to do it, or go off somewhere else. of nurses is cut, the staff is inexperienced or untrained, or nurses are switched frequently from one ward to another. Low staff morale, the employment of locums, the absence on leave of consultants (Langley, see following paper) may all have an influence on tendencies to suicide. All these possible influences need to be investigated in two different ways. One is in terms of clinical research, starting with simple traditional methods. A detailed description of 100 consecutive suicides in an area, paying attention to the history of each death in relation to both the patient's psychiatric state and all these environmental factors, would begin to show which of them really matter. We also need a study comparing a series of attempted suicides among in patients with a contemporary series of parasuicides in a local general hospital.
The other line of inquiry is in terms of medical audit. Clinical research aims to discover more about illness and prevention of illness; medical audit tests the efficiency of hospital management and the working of the medicalâ€"nursing team. Suicide, which is not an intended outcome of treatment, represents an oppor tunity to review the way the staff is working together, using the equipment and building provided. Deficiences in provision, in organisation or in training may be revealed. Medical audit asks, â€˜¿ Are we doing our job as well as we could?' and â€˜¿ What would we need to do it better?': this is quite different from the clinical research needed to find out more about suicide.
Planning such research into suicide begins with the concept of responsibility: it is the doctor's and nurse's first aim to keep people alive. When a person becomes a patient, he is entrusting the doctor with responsibility for his life. A hospital in-patient, being under the control of the staff, has made the most complete commitment. The degree of control is less for day patients and less still for out-patients, but doctor and nurse have some responsibility for their lives too.
So: what information is needed to care effectively for the lives of out-patients, day-patients and in patients?
Estimating the risk of suicide for the individual, now and later, represents one set of problems. Discovering factors which lessen this risk, and bringing them into play, represents another set of problems. The written information we need to work on these problems can come from case papers, ward reports and nursing notes. These can be supplemented by interviews with staff, with relatives, and with the patients themselves, particularly in cases where death is delayed, or the suicidal attempt fails.
Even at the planning stage it is necessary to define carefully such terms as â€˜¿ in-patient', â€˜¿ schizophrenic' and â€˜¿ suicide' so that the information collected will be precise, accurate, and comparable with the best JO' population 7.2N@rwav 1950 Data from HessÃ ¶(1977) Sweden, and by Modestin (1982) in Switzerland. Various explanations have been advanced for this trend â€"¿ alterations in admission policy; change from ECT to drug therapy; the abandonment of a hierarchi cal authoritarian system of hospital government in favour of a diffusion of responsibility by consensus in multi-professional teams; permissive management (open doors and easy leave); and so on. In Britain there is no national or regional collection of the yearly statistics which would tell us whether a similar increase in in-patientdeaths has occurred. If ithas not, then these rather crude explanations of the trends observed elsewhere fall to the ground. A certain number of unpublished case histories from other hospitals are also in circulation, and collectively they illustrate some of the many environmental factors which may influence the occurrence of suicide. Among long-stay patients, plans for rehabilitation or discharge may create uncertainty and disruption of a routine, leading on to death. Among the newly-admitted, fear of the future may be aggravated by contact with psychiatrists or with disordered fellow-patients. Where a patient is recognised to be at risk of suicide, not all the relevant staff may be properly informed. The failure of communication may occur between doctor and doctor, or between one nursing shift and another, or because of clerical deficiency or telephone failure. Furthermore, hospital w@rds are often built without medical and nursing advice so that observation is well-nigh impossible, particularly when the number obtained elsewhere. The body of data thus obtained may indicate straightaway some of the factors which are quantitatively important in in-patient suicides; and the analysis of correlations may discover others. There is a great deal waiting to be done, once the emotional distaste for doing it is overcome.
